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Abstract
Background: The Working Together For Mental Health course is an 8-hour course designed to
demystify mental illness and mental health services. The main target group for the course is people
working in human service organisations who provide services for people with mental illness.
Methods: A questionnaire was administered to all participants attending the course during 2003
(n = 165). Participants completed the questionnaire before and immediately after the course, and
at three month follow-up.
Results: A response rate of 69% was achieved with 114 people completing the questionnaire on
all three occasions. The responses showed a significant improvement in the self-assessed
knowledge and confidence of participants to provide human services to people with a mental health
problem or disorder, three months after the course. There was no significant improvement in
participants' attitudes or beliefs about people with a mental health problem or disorder at three
month follow-up; however, participants' attitudes were largely positive before entering the course.
Conclusion:  The Working Together For Mental Health course was successful in improving
participants' confidence and knowledge around providing human services to people with a mental
health illness.
Background
People who have experienced mental illness, living in the
community, have the same need for services as other peo-
ple; in particular they need non-discriminatory access to
disability support services when their illness results in dis-
ability [1]. The mental health literacy of staff in agencies
providing human services can impact on the availability
of disability support services for people with a mental ill-
ness. Improving partnerships between the community
and disability support services, consumers and specialist
mental health services has been identified by the Austral-
ian Second National Mental Health Plan as essential to
achieving an appropriate and coordinated system of care
that meets the needs of individual consumers across the
life span [1].
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A survey conducted in Sydney South West Area Health
Service (SSWAHS) found that while staff in non-govern-
ment organisations (NGOs) had regular contact with peo-
ple with a mental illness, they were often not confident
about providing services to this client group and
requested more information about mental illness (Robin-
son R. unpublished report, 2003). Additionally, anecdotal
evidence indicated that some mental health clients were
being inappropriately referred back to mental health
when trying to access disability support services. Working
Together for Mental Health is a one-day course developed
by the SSWAHS Area Mental Health Education team and
the SSWAHS Mental Health NGO Partnerships Program
to address the need for more information and provide an
avenue to improve partnerships between mental health
services, human service providers and consumers.
The Working Together for Mental Health course aims to
better equip individuals in agencies providing human
services to work collaboratively with consumers, families
and carers, and mental health services, through having a
greater personal understanding of the impact of mental
illness. The course is designed to improve participants'
attitudes towards people who experience mental illness as
well as emphasise that participants' existing professional
skills are adequate for providing human services for this
client group. A key message of the course is that the sup-
port needs of people with mental illness are individual
and based on abilities and disabilities, not on the pres-
ence of a mental illness per se. For example, assessing the
housing needs of a client follows a similar process
whether or not the person has a mental illness. The course
also provides information on services within the South
West Sydney local area and how to make appropriate
referrals for clients. The primary target audience for the
course is agencies that offer services used by people with a
mental illness. The course is also open to other groups
such as carers of people with mental illness and students.
Figure 1 presents a summary of the course program and
methods of delivery. More information about the course
content is in the curriculum document [see Additional file
1].
An important feature of the Working Together For Mental
Health course has been the involvement of mental health
consumers and carers in the development, review, deliv-
ery and evaluation of the course. The course began as a
generic mental health education workshop in 2001 and
was revised and modified over two years in response to
feedback from participants, the facilitator and consumers
and carers.
The facilitator of the course has personal experience of
mental illness and this has allowed information to be
illustrated by drawing upon that experience. The back-
ground of the facilitator also reinforces the strengths and
capabilities of consumers while challenging stigmatising
attitudes. Research has shown the importance of includ-
ing consumers in mental health literacy education to
reduce stigma [2,3].
Since the inception of the course, written participant feed-
back was collected. The overwhelmingly positive nature of
the feedback, along with a growing demand for the
course, indicated the acceptability of the content to those
attending. Additionally, mental health services were
reporting improvements in their ability to work with local
human service providers. In this context it was decided to
undertake a pre- and post-evaluation with course partici-
pants to quantify the expected improvements.
This paper reports on the evaluation of the Working
Together for Mental Health course. Specifically the evalu-
ation aims to 1) examine whether participants' attitudes
towards people with mental health problems and disor-
ders improve after the course; 2) examine whether partic-
ipants' confidence and knowledge around providing
services and making referrals for consumers of mental
health services improve after the course and 3) examine
whether changes were maintained three months after the
course.
Overview of course content and teaching methods Figure 1
Overview of course content and teaching methods.
Working Together for Mental Health – Program Outline  
The 8- hour course is broken down into the following 
components: 
•  Values Beliefs and Attitudes – presentation of a scenario 
and small group discussion around the issues of stigma 
and discrimination 
•  ‘Life in our Shoes’ – facilitated discussion between a 
consumer and carer on their lived experience of mental 
illness and the impact of stigma 
•  Mental Disorders – presentation on the major diagnostic 
categories of mental disorders 
•  Treatment Options – brief presentation on the range of 
interventions 
•  How can you help? – presentation and small group 
discussion on practical strategies for providing community 
support for people with mental health problems and 
disorders 
•  What about Suicide? – presentation and discussion on 
suicide from a community perspective 
•  What help is around? Panel with representatives from 
local mental health services. 
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Methods
Evaluation Design
A pre-, post- and follow-up self-report survey design was
used to evaluate the course. A baseline questionnaire was
administered on the morning of the course (pre-test) and
at the end of the day (post-test). Participants were then
mailed a follow-up questionnaire three months later.
Questionnaires were linked using an ID number.
Measures
The questionnaire was developed to determine the demo-
graphic profile of participants, the level of positive and
negative attitudes toward people with a mental illness and
knowledge and confidence to provide services to consum-
ers of mental health services. The first section of the pre-
course questionnaire requested demographic informa-
tion, specifically age, sex, education level, employment
status, first language and attendance at other courses
about mental health. Participants were also asked about
the organisation they worked for, the type of services their
workplace provided and their role or position in their
workplace. Participants were also asked if they had per-
sonal or family experience of a mental health problem or
disorder.
The second part of the questionnaire asked a series of
questions to measure positive and negative attitudes
towards people with mental health problems and disor-
ders (Table 3). A literature review identified seven survey
instruments [4-10] to measure attitudes and stigma; how-
ever, none of these offered a broadly accepted measure or
appeared to meet the needs of this evaluation study. A
composite set of 16 questions was developed after review-
ing the questions from the eight instruments and consid-
ering frequently asked questions, clarity, and the items
that had previously detected a change. The questions
selected were from the UK Attitudes to Mental Illness Sur-
vey [6], the Mental Health Questionnaire [7], and the
New Zealand Like Minds awareness campaign survey [4].
Permission to use the questions was obtained. Two ques-
tions (13 &14) were developed by the evaluation team.
Only the face validity of the resulting 16-item instrument
was considered.
The third part of the questionnaire was a set of 13 ques-
tions developed by the study team. The questions asked
about the confidence of participants in providing human
services to clients with mental illness and working with
mental health services. Others asked for a self-assessment
of knowledge around the how, when and where to refer
clients with a mental illness. The first nine questions
related to the confidence and knowledge of the partici-
pants; however the final four questions focused on partic-
ipants rating of the agency they worked for. Table 4 lists
the confidence and knowledge questions.
A Likert scale was used to capture participants' responses
to the questions from parts two and three of the question-
naire. The Likert scale included the response categories:
'strongly agree', 'agree a little', 'disagree a little', 'strongly
disagree' and 'don't know'.
Recruitment
People were invited to attend the Working Together for
Mental Health course by sending flyers directly to human
service agencies in the local government area in which the
course was to be offered. Additionally, because the course
had been running for a number of years, some partici-
pants heard about it from work colleagues who had previ-
ously attended.
Questionnaires were given to all participants who
attended the six courses during 2004. Participants were
given a consent form that included a space to write details
for posting out a follow up questionnaire. Demographic
information was only collected in the pre-course ques-
tionnaire. Participants received a reminder telephone call
if they had not returned the 3-month follow-up question-
naire three weeks after it was sent out.
Ethics
This evaluation was given approval as a quality improve-
ment project not requiring a full review by the SSWAHS
Human Research Ethics Committee.
Data Analysis
Data was entered and checked in Microsoft® Access 2000
and then exported to SPSS [11] for analysis. Descriptive
statistics were used to analyse the data on demographics,
workplace characteristics and personal or family experi-
ence with mental health problems and disorders. To man-
age missing data with the attitude questions and the
confidence and knowledge questions; it was assumed
there was no change from the pre-test responses at post
and follow-up. This allowed the inclusion of all data col-
lected.
To test for participants' response to each question,
responses were recoded to produce two categories. For
questions that the course was designed to promote agree-
ment with, the "strongly agree" and "agree a little"
response was coded as one (1) with other responses coded
as zero (0). For questions that the course was designed to
promote disagreement with, "strongly disagree" and "dis-
agree a little" were coded as one (1) with the remaining
responses coded as zero (0). This created two categories
for 'desired response' and 'other'. Cochran's Q and McNe-
mar's tests were then used to determine the proportion of
'desired responses' for each question and how that
changed between testing points. A p value of less than
0.05 was taken as denoting statistical significance.BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
Page 4 of 11
(page number not for citation purposes)
Participants' overall attitude and perceived confidence
and knowledge were also observed to see how that
changed over time. Responses were recoded into a contin-
uous, ordinal range of responses to develop a score. Par-
ticipants were scored on their attitude (part two of the
questionnaire) and their confidence and knowledge (part
three of the questionnaire) about helping a person with a
mental health problem or disorder. Those participants
with the most positive attitude or self reported confidence
and knowledge in response to a specific question were
given a score of two (2). The next level of response was
given a score of one (1) and don't know was given a score
of zero. The most negative in attitude and those who felt
the least confident or knowledgeable in giving help were
given a score of -2 with -1 given to the next level up of
response. There were 16 questions on attitude and so a
total score of between 32 and -32 was possible. There were
13 questions about self reported confidence and knowl-
edge, giving a total possible score of between 26 and -26
for these questions. The Friedman test was used to test for
significant differences between the median attitude scores
and median confidence and knowledge scores between
testing points. A p value of less than 0.05 was taken as
denoting statistical significance. Post hoc testing was con-
ducted using the Wilcoxon test to make non-directional
pair wise comparisons between each testing point. To
account for increased Type 1 error the critical alpha was
adjusted using Bonferroni's inequality, giving a p value of
less than 0.016 as denoting statistical significance [12].
A further conservative analysis was also conducted by
removing data for all participants with any missing data.
This included carers and students, who were asked not to
answer the third part of the questionnaire on confidence
and knowledge in the workplace. This left the human
service providers with complete pre-, post- and follow-up
data. The above analysis was then repeated to see if there
were any differences.
Results
Over the six courses, 165 people received a set of ques-
tionnaires and a consent form. Of these 152 people
(92.1%) handed back a pre-course questionnaire and a
consent form indicating their willingness to participate.
145 participants (87.9%) handed back their post course
questionnaire and 119 (72.1%) returned the three-month
follow up questionnaire. There were a small number of
participants who neglected to hand in a post course ques-
tionnaire but who did return a follow-up questionnaire.
This resulted in 114 people (69%) completing the ques-
tionnaire on all three occasions.
Of the 152 participants who participated in the trial 23
(15%) participants only completed the first two sections
of the questionnaire, leaving out the third section on
workplace confidence and knowledge, because they were
not working for a human service agency. A further 35
(23%) participants had incomplete data, not returning a
post and/or follow-up questionnaire. This left 94 (62%)
participants with complete data for all three components
of the questionnaire.
Of those who agreed to participate, 84.9% were female,
72.4% were aged 36 years or more, 46.7% had a university
or postgraduate education, 56.6% worked fulltime and
78.3% of participants spoke English as their first language
(Table 1). Thirty four participants (22.4%) indicated they
had personally experienced a mental illness and 73 (48%)
indicated they had a family member with a mental illness.
Twenty three (15%) participants were not working for a
human service agency. These were primarily carers and
students.
Support worker's made up 34% (n = 52) of participants
and a further 27.6% (n = 42) of participants described
themselves as Professional. Participants gave 153 different
organisations where they worked, with approximately
54% being NGOs. The three main services provided by
organisations were disability support services, child and
family services and aged care services (Table 2).
Participants tended to have positive attitudes to people
with a mental illness (Q1–16, Table 3), with no signifi-
cant difference between pre-, post- and follow-up testing.
Responses to only two questions differed from this pat-
tern; however, the positive changes were not maintained
at the three-month follow-up. Question 2 asked partici-
pants' about their agreement with the statement that 'peo-
ple with a mental illness are more likely than other people
to be dangerous'. After the course there was a significant
increase in participants disagreeing with the statement (p<
0.001) however, this was not maintained at three-month
follow-up (p = 0.860). Question 13 asked participants
whether they agreed or disagreed that 'people with schiz-
ophrenia can work in a regular job' and while more peo-
ple agreed with the statement after the course (p = 0.004),
this was not maintained at 3-month follow-up (p =
0.077).
Participant assessment of individual confidence and
knowledge to support clients with a mental illness (Q17–
Q25) (Table 4), showed a consistent significant improve-
ment from pre course to the three-month follow-up. For
the majority of questions there was a slight drop from the
post-course values to the three month follow-up but the
difference between pre and follow-up remained signifi-
cant (p < 0.05). The most dramatic change was seen in
response to the statement 'I do not have adequate skills
and training to support a client with a mental illness'
(Q20). Only 35% of participants disagreed or stronglyBMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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disagreed with this statement before the course and this
figure rose to 59% after the course (p < 0.001) and 61% at
three-month follow-up (p < 0.001). When participants
were asked whether they assessed the needs of a client
with a mental illness in the same way as any other clients
needs (Q21) there was a significant increase in partici-
pants agreeing with this statement after the course (p <
0.001), however agreement with this statement was only
just maintained at three-month follow-up (p = 0.049).
Questions 26 to 29 (Table 4) asked participants about the
ability of the agency they worked for to provide services to
clients with a mental illness. While two of the four ques-
tions showed a significant improvement from pre to fol-
low-up (p < 0.05), for the other two questions
improvement was not maintained. There was a significant
increase (p < 0.001) in participants who agreed that there
was good capacity in their agency to provide support serv-
ices to clients who have a mental illness (Q26) and this
was maintained at three month follow-up (p = 0.002).
The majority of participants at pre-, post- and follow-up
disagreed with the statement that people with a mental ill-
ness do not require the types of services that their agency
provided (Q27). After the course there was a significant
increase in participants (p < 0.001) who agreed that the
needs of people with a mental illness could be addressed
by their agency (Q28) but this was not maintained at
three month follow-up (p = 0.216). There was a signifi-
cant increase in participants who disagreed with the state-
ment 'my agency is not appropriate for people living with
schizophrenia' (Q29) after the course (p = 0.029) and at
three-month follow-up (p = 0.007) (Table 4).
In addition to the above testing a further analysis was con-
ducted removing all participants who had any missing
data. Also those participants who did not answer the sec-
ond part of the question on confidence and knowledge in
a human service provision setting were removed. Those
who did not answer this section of the questionnaire were
Table 2: Participants' workplace characteristics
Workplace Characteristic N (%)
Type of Organisation
Non-government organisation 82 (53.6)
Non-health government organisation 27 (17.6)
NSW health service 33 (21.6)
Other, insufficient information or not stated 11 (7.2)
Work Role
Support Worker 52 (34.2)
Professional 42 (27.6)
Manager/Coordinator 20 (13.2)
Admin/Reception 13 (8.6)
Student 4 (2.6)
Other 14 (9.2)
Not stated 7 (4.6)
Services provided*
Disability support 63 (18.2)
Child and family 44 (12.7)
Aged care 40 (11.5)
Employment 33 (9.5)
Counselling 32 (9.2)
Housing/Homelessness 32 (9.2)
Welfare 32 (9.2)
Youth 29 (8.4)
Legal/Justice 12 (3.5)
Other 30 (8.6)
*Most organisations provide more than one type of service.
Note: 23 people did not complete the last section of the 
questionnaire because they do not work for an agency that provides 
human services. This initially appears incompatible with only 11 people 
responding in the 'other' category in response to the question on the 
type of organisation worked for. However it is likely that carers or 
students identified a workplace not related to the human service field 
because the categories used were broad. That 25 people were in the 
'student', 'other' or 'not stated' category for work role is consistent 
with people not working for a relevant organisation.
Table 1: Participant demographics
Demographic N (%)
Gender
Female 129 (84.9)
Male 23 (15.1)
Age Group
18–25 years 16 (10.5)
26–35 years 26 (17.1)
36–45 years 40 (26.3)
46–55 years 46 (30.3)
56 or more years 23 (15.1)
not stated 1 (0.7)
Education
Postgraduate 22 (14.5)
University 49 (32.2)
TAFE 49 (32.2)
Year 11 or 12 15 (9.9)
Year 10 or below 17 (11.2)
Employment Status
Full time 86 (56.6)
Part time 41 (27.0)
Casual 7 (4.6)
Student 6 (3.9)
Volunteer 10 (6.6)
Retired 2 (1.3)
First Language
English 119 (78.3)
Other European 14 (9.2)
Asian Languages 15 (9.9)
Other 4 (2.6)BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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students or carers who do not work in a human service
provision environment. This left a total of 94 participants.
Testing did not show any real change in answers to ques-
tions about attitudes. Also Cochran Q and Mcnemar's test
showed little change. The only change in significance was
for Cochran's Q testing for question 13, which became
insignificant (p = 0.116), however, this did not represent
any change in the overall results for participants' attitudes.
There were also no changes in significance levels for ques-
tions about confidence and knowledge, except for ques-
tion 29. This question previously showed a just significant
change between pre, post and follow up testing (p =
0.012) but changes became insignificant after removing
all participants with any missing data (p = 0.081).
Results of the Friedman tests indicated that while attitude
scores improved after the course it fell back to pre-course
levels at follow-up testing whereas the increase in partici-
pants' confidence and knowledge scores at post course
testing was maintained at follow-up testing. There was a
significant difference in the median attitude score of par-
ticipants over the three time periods (p = 0.015) (Table 5),
however, post hoc analysis using the Wilcoxon test indi-
cated that while the post-course median attitude score
(Md = 27.0) was significantly higher than the pre-course
median attitude score (Md = 24.0), the follow-up median
attitude score (Md = 25.5) was not significantly different
to pre-course attitude indicating that improvements in
participant attitude were not maintained at three months.
Table 3: Results of Cochran's Q and Mcnenar's Testing for questions about participants attitudes towards people who have a mental 
health problem or disorder.
% of desired responses Cochran's Q McNemar's Test (α = 0.05)
Pre Post Follow-up Significance (α = 0.05) Pre – Post p value Post – Follow-up p value Pre – Follow-up p value
Questions that the course is designed to promote agreement or strong agreement with.
1 Mental illness can happen to anybody
99 97 99 0.165 - - -
10 As far as possible, mental health services should be provided through community based facilities
74 80 74 0.191 - - -
13 People with schizophrenia can work in regular jobs
81 91 86 0.003 0.004 0.1430 .077
14 I could be friends with someone who has had schizophrenia
94 97 97 0.174 - - -
Questions that the course is designed to promote disagreement or strong disagreement with.
2 People who have a mental illness are more likely than other people to be dangerous
70 88 71 0.000 <0.001 <0.001 0.860
3 There is something about people with mental illness that makes it easy to tell them from normal people
82 85 84 0.710 - - -
4 Once a person has a mental illness they are always unwell
90 94 91 0.228 - - -
5 People who have had mental illness are never going to contribute much to society
97 98 97 0.641 - - -
6 Someone with a mental illness is more likely than other people to have poor personal hygiene
85 82 85 0.625 - - -
7 If I got a mental illness I would feel I was to blame
78 79 78 0.947 - - -
8 It is frightening to think of people with mental illness living in residential neighbourhoods
91 94 94 0.390 - - -
9 I would not want to live next door to someone who has been mentally ill
95 92 93 0.549 - - -
11 As soon as a person shows signs of a mental illness, he/she should be hospitalised
93 95 91 0.157 - - -
12 I would feel uncomfortable talking to someone with a mental illness
93 91 93 0.676 - - -
15 I would not want to have a colleague who had schizophrenia
88 88 93 0.102 - - -
16 I would not want any of my children to get into a relationship with someone who had schizophrenia, even if the person had recovered
66 67 66 0.947 - - -BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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The Friedman test also showed a significant difference in
the median confidence and knowledge score over the
three time periods (p < 0.001) (Table 5), however, post hoc
testing showed that, unlike the attitude scores, both the
post course median score (Md = 17.0) and the follow-up
median score (Md = 17.0) were both significantly higher
than the pre-course median score (Md = 8.0), indicating
that improvements in self reported confidence and
knowledge had been maintained at three months post-
course. Figure 2 provides a graphical representation of
median scores for pre-, post- and follow-up testing using
the Friedman test.
Further analysis was done to assess the impact of the miss-
ing data. The relationship observed for confidence and
knowledge scores after using the Friedman test continued
to hold up when all participants with any missing data
were removed from the analysis (p < 0.001). The relation-
ship between pre-, post- and follow-up attitude scores
became only slightly significant when all cases with miss-
ing data were removed (p = 0.044). The Wilcoxon test
showed that, as before, any differences for attitude were
not maintained at three months, whereas these differ-
ences were maintained for confidence and knowledge
testing.
The data analysis was also conducted using the approach
that those with missing data were assumed to have made
no change over the three testing points. Analysis of the
data removing all participants with missing data showed
a very similar pattern as the original analysis. Some addi-
tional analysis was conducted to assess the impact of
changes in directions opposite to those expected for those
participants with missing data. If these participants had
responded with overwhelmingly positive responses, then
results would have been amplified for confidence and
knowledge results, but would also have shown that posi-
tive attitudes could have been maintained at three
Table 4: Results of Cochran's Q and Mcnenar's Testing for questions about participants confidence and perceived ability to work with 
clients who have a mental health problem or disorder.
% of Desired Responses Cochran's Q McNemar's Test (α = 0.05)
Pre Post Follow-up Significance (α = 0.05) Pre – Post p value Post – Follow-up p value Pre – Follow-up p value
Questions that the course is designed to promote agreement or strong agreement with.
17 I am confident that I can provide support to someone who has a mental illness
81 92 92 0.001 0.009 1.000 0.001
18 I am aware of the role GPs play in providing treatment to people with a mental illness
68 84 83 <0.001 <0.001 0.700 <0.001
19 I know how to make a referral to the local mental health service
69 89 86 <0.001 <0.001 0.383 <0.001
21 I assess the needs of a client with a mental illness the same way as I assess any other client's needs
55 76 66 <0.001 <0.001 0.049 0.049
22 I am aware of the symptoms or behaviours that would prompt me to refer a client to the mental health service or a GP
65 91 86 <0.001 <0.001 0.307 <0.001
23 I have a good understanding of services available in my work locality for people with a mental illness
59 84 86 <0.001 <0.001 0.690 <0.001
24 I am able to work in partnership with the mental health service to support a client
76 91 88 <0.001 <0.001 0.359 <0.001
25 I am able to work in partnership with a GP to support a client with a mental illness
63 84 81 <0.001 <0.001 0.607 <0.001
26 There is a good capacity in my agency to provide support services to clients who have a mental illness
56 80 71 <0.001 <0.001 0.0120 .002
28 The needs of people with a mental illness can be addressed by my agency
60 78 66 <0.001 <0.001 0.009 0.216
Questions that the course is designed to promote disagreement or strong disagreement with.
20 I do not have adequate training or skills at this time to provide support to people with a mental illness
35 59 61 <0.001 <0.001 1.000 <0.001
27 People with a mental illness do not require the types of services that my agency provides
83 79 89 0.499 0.499 0.151 0.152
29 My agency is not appropriate for people living with schizophrenia
62 72 75 0.012 0.029 0.626 0.007BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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months. Conversely, if those participants had answered in
an overwhelmingly negative way, then attitude scores
would have dropped to significantly worse levels at fol-
low-up than at pre-testing and the trend in confidence
scores would have become insignificant. These results
were not considered unexpected. Although an analysis
cannot show every aspect of trends in the data it was felt
that the main analysis described in the results gave the
strongest picture of how people were responding to the
questionnaire.
Discussion
The Working Together For Mental Health course has been
effective in reaching its target audience, individuals from
the agencies providing human services. Participants were
primarily female, older, well educated and English speak-
ing. This participant profile is similar to that reported by
Kitchener & Jorm [8] in their community trial of the Men-
tal Health First Aid course, possibly reflecting the work-
place profile from which participants were drawn.
Participants were generally in professional, support
worker, management or coordinating roles rather than in
administrative positions. Frontline administrative posi-
tions are one of the groups considered important recipi-
ents of the course and it may be necessary to develop
additional marketing strategies to reach this particular
group. In addition, while there were a broad range of serv-
ice providers attending the course, youth services and
legal and justice services were not as well represented. Any
additional marketing strategies should also aim to reach
this group of service providers.
The main benefit of the course was an improvement in
participants' confidence and knowledge to provide serv-
ices to clients with a mental illness. A message throughout
the course was that the professional skills of people in
human service agencies can be applied to support people
with mental illness. The improved ratings from pre to fol-
low-up indicates that contact with clients with mental ill-
ness during 3-months of human service provision after
the course, tended to maintain rather than diminish the
post course confidence in their ability to provide services
to this client group.
Median scores for Attitude and Confidence & Knowledge  Testing Figure 2
Median scores for Attitude and Confidence & Knowledge 
Testing. This figure is a graphical representation of the trend 
of median scores for pre, post and follow-up testing using the 
Friedman test.
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Table 5: Results of Friedman Test for Attitude scores and Knowledge and Confidence scores.
Participant attitudes to individuals with a mental illness.
Friedman
Attitude Scores N M SD Md χ2 p
Pre course* 152 23.01 6.772 24.00
Post course 152 24.70 7.330 27.00 8.351 0.015
Follow-up 152 23.98 7.042 25.50
Participants perceived knowledge and confidence to help someone with a mental illness.
Friedman
Knowledge & 
Confidence Scores
NM S D M d χ2 p
Pre course** 129 8.25 9.655 8.00
Post course 129 15.48 8.315 17.00 77.184 <0.001
Follow-up 129 14.11 8.970 17.00
*Significantly different from post course, p < 0.016.
**Significantly different from post course and follow-up, p < 0.016.BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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The dramatic improvement in people considering they
had adequate training or skills to provide support to peo-
ple with a mental illness (35% pre-course to 59% post-
course and 61% at the three month follow-up) can be
understood as either an artefact of the wording of the
question or an indication that the course shifted the per-
ceptions of many participants. While 81% of participants
agreed or strongly agreed they are confident to provide
support to people with a mental illness, only 35% indi-
cated they had adequate skills or training to support peo-
ple with a mental illness. This discrepancy could be
because the training and support question was negatively
worded and further testing of the questions would be
needed to resolve whether this was the case. Alternatively,
if the responses are an accurate indication, then although
there was improvement, it remained that 39% of partici-
pants thought they needed further training and skills to
support people with a mental illness. Verbal responses
from participants indicated that many were interested in
developing further skills and course participants have
been directed towards a more comprehensive course on
mental health offered by the local technical college.
It was not expected that the course would change services
but rather that the perspective of the people working for
the organisation could change to be more inclusive. Not
surprisingly, the responses to the four questions focusing
on the workplace showed less consistency in response
than the questions on personal confidence and knowl-
edge. That two questions showed changes in a positive
direction from pre- to follow-up indicated that after the
course, participants shifted in their perceptions of the
appropriateness of mainstream service for people with
mental illness. However it was disappointing that after
three months the number of people that agreed that "the
needs of people with a mental illness can be addressed by
my agency" decreased to a level not significantly different
from pre-course levels. It may be that while people agree
that in theory the needs of people with mental illness can
be addressed in mainstream services, the reality is not as
inclusive.
A large section of the Working Together for Mental Health
course focuses on attitudes and understanding what it is
like to experience a mental illness or care for someone
with a mental illness. Responses to the attitude questions
changed little over time and the three-month follow-up
showed no significant change from the pre-test responses.
Initial attitudes of participants were largely positive,
which may account for the lack of change but it also sug-
gests that the course may be 'preaching to the converted'
and that less time could be devoted to the issue of stigma
for this target group.
Only two attitude questions showed a change from pre- to
post-testing, one on dangerousness and the other on the
ability of a person with schizophrenia to work in a regular
job. The positive change in relation to both questions
from pre- to post-indicates that attitudes in relation to
ability to work and dangerousness can be shifted. How-
ever, by the three month follow-up, attitudes were not sta-
tistically different from the pre test.
The lack of a standardized tool for the assessment of atti-
tudes towards people with mental illness means that the
responses in this survey can not be compared with stand-
ardized values. Stigma remains a critical issue in relation
to mental health [13] and the creation of a standardized
tool for the measurement of attitudes towards people with
a mental illness would be of assistance in future evalua-
tion studies of a similar nature.
This evaluation had a number of limitations. A major lim-
itation was that changes to work practices were not
assessed, only participants ratings of their own attitudes,
confidence and knowledge. It is assumed that the increase
in confidence and knowledge to provide services will
translate into better access to disability and other welfare
and support services for people with mental illness but
this was not objectively tested. Furthermore it is possible
that confidence of service providers could increase but the
actual quality of the service provided could diminish. A
more thorough evaluation study would include some
assessment of the quality of services provided to people
with a mental illness though in-depth studies of actual
practices.
Another major limitation of the design used is that it did
not include a control group allowing for the comparison
of attitudes with service providers not attending the
course. Sample bias may also have affected the limited
range of responses to attitude questions observed, how-
ever, small numbers and self selection of participants to
attend the course made it impractical to use a random
sampling technique. Further evaluation of the course may
include a wait list control group.
Conclusion
Evaluation of the Working Together For Mental Health
course demonstrates that a one-day course can increase
the confidence of people working outside the health sec-
tor to provide human services to people with a mental ill-
ness. The course is valuable not because it improved
attitudes towards people with mental illness or taught
skills, but because it raised awareness that professional
skills can be used to support people with significant men-
tal health problems.BMC Psychiatry 2006, 6:50 http://www.biomedcentral.com/1471-244X/6/50
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The provision of support within the community requires
that people in many different sectors and organisations
can provide disability services for people who have a men-
tal illness. This requires the building of partnerships and
across agency strategies to ensure that people with mental
health problems receive not only clinical services, but also
the range of support services to ensure an adequate stand-
ard of living. The course was developed using principles of
good practice, involving a partnership with consumers
and carers during the conception, development, delivery
and evaluation of the course. This evaluation has demon-
strated that the product of such a strong process is able to
deliver the outcomes for which it was designed.
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